ABSTRACT The Affordable Care Act, along with Medicaid expansions, offers the opportunity to redesign the nation's highly flawed mental health system. It promotes new programs and tools, such as health homes, interdisciplinary care teams, the broadening of the Medicaid Home and Community-Based Services option, co-location of physical health and behavioral services, and collaborative care. Provisions of the act offer extraordinary opportunities, for instance, to insure many more people, reimburse previously unreimbursed services, integrate care using new information technology tools and treatment teams, confront complex chronic comorbidities, and adopt underused evidence-based interventions. The Centers for Medicare and Medicaid Services and its Center for Medicare and Medicaid Innovation should work intensively with the states to implement these new programs and other arrangements and begin to fulfill the many unmet promises of community mental health care.
S
erious mental health and substance abuse disorders are extremely disabling. They greatly affect well-being and ability to function, limit future life chances, and lead to early mortality. People suffering from these disorders receive less and lower-quality medical care than other segments of the population and continue to face substantial stigmatization. 1, 2 These problems are exacerbated among people with severe and persistent mental illnesses, as well as those with physical and psychiatric comorbidities-such as diabetes and schizophrenia. The medical needs of both groups of people are often neglected.
The federal government, states, and localities have struggled for decades to devise programs that integrate needed services for people with severe mental illnesses. 3 At the same time, research and demonstration projects have identified evidence-based services that usefully address such challenges. 4 For example, the Program of Assertive Community Treatment, a model first used in Madison, Wisconsin, that offers a comprehensive approach to facilitating community living, has been adopted in many localities. 1 However, the implementation of effective services has been limited by inadequacies of the behavioral health policy framework, poorly designed payment approaches, and dysfunctional and counterproductive regulations. 1 For example, people with severe mental illnesses who are eligible for both Medicare and Medicaid benefits confront numerous conflicts-regulatory, statutory, and policy-related-that make navigating the services system confusing and inefficient. Conflicts between the two systems also create problems for providers and state program administrators. The lack of coordination of Medicare and Medicaid's coverage and payment policies, for instance, results in both major service gaps and wasteful duplication.
The passage of the Affordable Care Act in 2010 raised expectations that care for people with mental illnesses will improve. 5 An estimated 3.7 million more people with severe mental illnesses will gain access to care through provisions to expand Medicaid, subsidize private insurance for those who are not eligible for Medicaid, and require employers to offer insurance. 6 The law will also prohibit health insurance companies from denying coverage to people with preexisting conditions. This change should benefit people with mental illnesses, who typically faced coverage denials in the past because of their existing behavioral disorders. And the law will create regulated insurance exchanges within each state, another reform that is expected to help people with mental illnesses gain access to health insurance.
Other delivery and payment innovations introduced by the Affordable Care Act could facilitate the provision of behavioral health services that are not usually reimbursable, including comprehensive care management, care coordination, social support, transition care, collaborative care, and other evidence-based interventions. Another example is supported employment programs, which encourage the most severely disabled clients to pursue competitive employment-in other words, employment in jobs that pay at least minimum wage and that are open to anyone in the community-by providing them with support for an unlimited period of time. 7, 8 The support includes coaching on and practice with self-presentation, forming relationships with colleagues, and identifying and resolving problems at work.
Medicaid covers about a quarter of all mental health expenditures in the United States and presents policy makers with the leverage they need to improve care across the service system while restraining wasteful spending. Meanwhile, many Medicare enrollees-especially those who are eligible for both Medicare and Medicaid-have major behavioral disabilities. Also, as many as 10 percent of adults age sixtyfive or older who are seen in primary care settings have clinically serious depression in addition to other chronic conditions. Depression in the elderly is commonly associated with declining function, reduced social networks, and social isolation.
This mix of issues requires integrated care and collaborative approaches that could be facilitated through medical and health homes and related approaches, such as the co-location of First, Affordable Care Act provisions enable states and federal agencies to test and evaluate improved financial and organizational tools in order to address the fragmentation of services that lead to poor quality and high cost.
Second, many provisions, such as health homes, are directed toward chronic disease comorbidities. These provisions make it possible for care providers to be more responsive to clients who not only have serious mental illnesses but also have other serious chronic diseases or disease risks.
Third, the act allows providers to better coordinate Medicaid behavioral services with social service and housing programs that seek to prevent and manage homelessness among people with serious mental illnesses. Fourth, the act encourages the use of preventive services and substance abuse education, evaluation, and treatment, and it allows providers treating people with serious mental illnesses to pay more attention to substance abuse problems.
Fifth and finally, by extending the concepts of treatment and related supportive care to such entities as health homes, the Affordable Care Act provides new pathways for incorporating evidence-based treatments, such as supported employment, that are commonly neglected.
Redesigning Organizational And Payment Arrangements
Studies of the quality of mental health and substance abuse care find poor continuity and coordination of care and little adherence on the part of providers to practice standards. 2, 12, 13 Typically, care is episodic and makes limited use of evidence-based medical, social, and rehabilitative interventions. This results in a very costly and inefficient pattern of care.
Payment Reform New forms of adjusted capitation and the related use of bundled or episode payments encourage continuity and efficiency. These new forms include fixed payments per client per time period, adjusted for age, illness severity, or other characteristics. Bundled or episode payments use a single payment for a package of services as an incentive for health providers to take greater responsibility for longer episodes of care. 14, 15 These payment approaches, more common to the behavioral health sector than to general medical care, offer varied opportunities to test innovative strategies aimed at improving care for patients with chronic illnesses.
Similar payment arrangements have already been used by mental health and substance abuse "carve-outs"-specified services that are organized and administered separately from the service mix-in which managed behavioral health care organizations and some community mental health centers function under various forms of capitation. 1 Nevertheless, a great deal remains to be learned about using these payment models for populations with long-term disabilities. 16 Some attempts have been made to improve services and reduce wasteful spending in the behavioral health sphere and have showed promise. Unfortunately, they were rarely supported by existing organizational arrangements, incentives, and professional cultures. 17 For example, in an early effort in Rochester, New York, the New York State Office of Mental Health provided funds to a central planning agency, Integrated Mental Health, which made a prospective fixed payment to community agencies to manage care for patients who had recently been inpatients in a state psychiatric facility. 18 The program served as a medical home, providing not only all psychiatric care but also medical, dental, and other services necessary for community living, including housing. But the innovative aspects could not be replicated elsewhere or even sustained over time under the existing financial and organizational arrangements.
Health Homes There is a greater chance for successful redesign now because of the substantial commitment of CMS and its Innovation Center. The commitment is to a broader service mix, including care coordination, rehabilitative services, and assertive case management; the design of more coherent and stable organizational arrangements and payment incentives; and continuing performance evaluation.
Coordinating the management of serious chronic conditions and comorbidities and improving the transition from one type of service to another are challenging under the existing system. But Section 2703 of the Affordable Care Act encourages state Medicaid programs to offer a health home option, which is supported by a federal funding match of 90 percent for the first two years. Under this option, states can reimburse a patient-designated health home provider who provides care management, makes necessary referrals, provides individual and family support as needed, and uses health information technology to monitor and coordinate the various service providers involved.
Health homes designed for people with severe mental illnesses make it possible for community health centers and other appropriate behavioral health agencies to manage the integration of services over the full range of needs, even when a variety of providers and agencies are involved. Two of the first states approved for enhanced federal matching funds, Missouri and Rhode Island, are organizing services for people with severe mental illnesses with the help of community mental health centers.
Other states-including Iowa, New York, North Carolina, Oregon, and Washington-are
The act provides new pathways for incorporating evidence-based treatments, such as supported employment.
also seeking federal matching funds, but they are not necessarily focused on severe mental illness or on behavioral health service providers. Activities in these states are not limited to this population or service mix because federal requirements for health homes allow for a range of eligible populations and design features.
Medicaid enrollees eligible for participation in health homes must have two chronic conditions, one such condition and a risk for a second, or a serious and persistent mental condition. States are considering health homes focused on a variety of chronic disease populations, but almost all states include among their target conditions mental illness and substance abuse. The Integrated Care Resource Center has produced a matrix of health home State Plan Amendments that summarizes the status of health home development as of December 1, 2011. 19 
The Challenge Of Comorbid Substance Abuse
A particularly challenging population at very high risk is made up of people with severe mental illnesses and comorbid substance use and abuse. Many of them suffer from other serious chronic conditions as well. Members of this population are at high risk for treatment nonadherence, hospitalization, homelessness, and incarceration. They require an integrated long-term treatment program and often need assertive case management, attention to their risk of homelessness, and interventions to prevent public disturbances and incarceration.
An appropriate care system for this population must be actively involved; accessible around the clock; and well connected to a wide array of community agencies, including those in the areas of housing and criminal justice. Some of these challenging and expensive clients may need highly specialized health homes designed specifically for them.
Well-constituted teams will be central to the successful implementation of these models. The teams must be responsible for monitoring patients and their continuing care. In addition, team members must be flexible and prepared to respond to critical events, such as a psychotic episode over a holiday weekend or an altercation requiring the team's collaboration with police.
Assertive community treatment and case management successfully reduce hospitalization and retain patients in care, often improving their general functioning and employment and preventing them from becoming homeless.
20 Policy makers could build on these approaches. The advent of improved design and organization brings new opportunities to implement costeffective elements of care. 21 The Affordable Care Act revised section 1915(i) of the Deficit Reduction Act of 2005. The revised section broadens the home and communitybased services waiver option by allowing states to offer benefits specifically intended for people with mental illness and substance abuse disorders and to make care accessible to more people. The section eliminated the requirement that clients meet eligibility for institutional care, thus authorizing earlier interventions for eligible clients.
The changes in the law allow states to use home and community-based services to care for specific populations-such as people with severe mental illnesses-but those services can no longer place limits on the number of people covered, have waiting lists, or restrict coverage to specific areas of the state. In addition to usual coverage, people with chronic mental illnesses are eligible for day treatment (mental health treatment in a group setting several days a week), partial hospitalization services, psychosocial rehabilitation, and clinic services. States are permitted to propose still other services, excluding room and board, as part of their state plan amendment.
States have a further option under section 1915(k) of the Deficit Reduction Act, the Community First Choice Option. Through this approach, states can provide home and community-based services to people whose incomes are no more than 150 percent of the federal poverty level and who, in the absence of such services, would require placement in a nursing facility.
Such services are based on an individual care plan. They include community-based attendant services, including assistance with activities of daily living and the maintenance and enhancement of daily living skills; training in hiring and dismissing attendants; establishing backup systems to ensure care continuity; and selected opAssertive community treatment and case management reduce hospitalization and retain patients in care. Although not specifically intended for people with profound behavioral health disabilities, the Community First Choice Option could be helpful to this population. For example, the option could provide appropriate supervision and support to allow people with serious mental illnesses, substance abuse problems, and comorbidities such as cognitive impairment to maintain their independence in the community and avoid repeated hospitalizations or placement in other institutions, such as nursing homes.
Mental Illness And Homelessness
Addressing the risk of homelessness and victimization and providing stable housing are critical to the effective long-term management of serious mental illness. There are a large number of programs to prevent or reduce homelessness, and seven different federal agencies administer such programs. Many homelessness programs are authorized by federal legislation designed to assist the homeless and are available to people in varying circumstances.
These programs can be coordinated with other needed behavioral health services, and the various provisions of the Affordable Care Act present an important opportunity do so in order to prevent homelessness and incarceration of people with mental illnesses.
Integrating Mental Illness And Substance Abuse Treatments
Organizing community treatment of mental illness is complicated by the affected population's use and abuse of drugs and alcohol. The Affordable Care Act enables a transformation in the management of substance abuse, whether occurring along with serious mental illness or as a disorder in its own right. The act does this through its "whole person" perspective and focus on the integration of services, as well as by encouraging care coordination through health and medical homes and collaborative teams and services.
Substance abuse treatment is a mandated service under the act, which includes a provision for new workforce development and training. Substance abuse evaluation and treatment must be incorporated into the central tasks of monitoring and managing medications and educating clients about medication and illness. This is one of the most challenging areas of behavioral treatment, requiring a mix of integrated services 22 that includes assertive case management; psychoeducation, or a combination of therapy and family-centered education; supported employment; social learning; social support; and harm-prevention orientation.
The evidence base remains undeveloped, but promising and effective approaches have been identified, such as social skills training, motivational learning, and rewards for clean urine test results. 23 The lack of integration between mental health and substance abuse treatment has been a persistent deterrent to appropriate care, but the Affordable Care Act provides numerous opportunities to better address this issue.
Implementing Evidence-Based Treatments
Evidence-based social treatments that contribute to higher levels of social functioning and recovery often are not used in the care of people suffering from mental illnesses. Patients must be involved in meaningful daily activities for them to overcome their prevalent restlessness, isolation, boredom, and lack of self-regard.
Most adults define success by, and derive selfesteem from, their work and other productive activities. At least seventeen randomized controlled trials attest to the effectiveness and value of supported employment programs. 7, 8 Thus, the evidence affirms the value of incorporating supported employment in most programs for people with severe and persistent behavioral disorders. The Affordable Care Act provides important opportunities to overcome implementation barriers.
The population eligible for both Medicare and Medicaid, most of whom have annual incomes below $10,000 as well as more severe disabilities and greater needs than the Medicare population overall, should be an important focus of reinvented care for the mentally ill. In 2008 there were 9.2 million people in the dual-eligibility category. Two-fifths of them had severe mental disabilities. The mentally ill dual-eligible population-16 percent of all Medicare enrollees and 15 percent of all Medicaid enrollees-accounted for approximately 27 percent and 39 percent, respectively, of the expenditures in these programs, totaling $120 billion in 2007. 24 CMS recently established a Medicare-Medicaid Coordination Office in an effort to ensure "full access to seamless, high quality care and to make the system as cost-effective as possible" for the dual-eligible population.
11 CMS also provided funding to fifteen states for developing models to integrate care for this population. The goal is to create new approaches to care coordination for these people, including primary, acute, and behavioral health care and long-term supports and services. These model programs seek to identify, develop, and validate coordinated approaches to care delivery and payment.
Conclusion
Given the fiscal and other challenges faced by states and providers, it remains unclear how many will respond to the incentives and regulations associated with the new initiatives described above. Members of the behavioral health workforce will have to make many adjustments as they shoulder new responsibilities, work more collaboratively with others, increasingly depend on information technology, and reconceptualize their tasks and professional responsibilities. Major training efforts will be needed to retool the current workforce and train new personnel along the lines described.
The Institute of Medicine, two presidential commissions, and other bodies have repeatedly noted the fragmentation and disarray of our behavioral health delivery system and the suffering, disability, and homelessness that result. Attempts to address the serious challenges of access, services integration, and quality have repeatedly failed to solve these problems.
CMS, its Center for Medicare and Medicaid Innovation, and the states now have new tools to innovate in the sphere of behavioral health. Their broad agenda includes health homes, accountable care organizations, the co-location of services, health care team development, the meaningful use of information technology, and other tools of vital importance to the management of chronic disease. If they fail to seize these opportunities now, they and we will have missed the greatest chance in fifty years to address some of the largest disparities and deficiencies in our health care system and to remedy the many un- 
